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Twenty-year experience of femoral artery
aneurysms
Gabriele Piffaretti, MD, PhD,a Giovanni Mariscalco, MD, PhD,b Matteo Tozzi, MD,a
Nicola Rivolta, MD,a Matteo Annoni, MD,c and Patrizio Castelli, MD, FACS,a Varese, Italy
Background: The purpose of this experience was to define patient characteristics, aneurysm anatomy and presentation,
types of utilized repair options, and temporal changes over 2 decades in the management of femoral artery aneurysms
(FAAs).
Methods: Between January 1988 and December 2009, 27 patients with a total of 35 true FAAs were analyzed. Histologic
examination was obtained for all the operated FAAs. Postoperative follow-up included clinical and radiologic examina-
tions every 6 months in the first year and once per year thereafter.
Results: There were 25 men; mean age was 65  19 years. Aneurysms involved the common femoral artery in 20 cases
(57%), the superficial femoral artery in 9 cases (26%), and the profunda femoris artery in 6 cases (17%). Seven patients
(26%) had bilateral aneurysms, and 13 patients (48%) had additional aneurysms. Overall, 10 FAAs (29%) were
symptomatic. Mean aneurysm diameter was 46 19 mm. Three patients with four aneurysms were not operated on, and
31 aneurysms were finally operated on. Intensive care unit admission was never needed and hospital mortality was not
registered. Major complications occurred in 3 cases (3 of 31; 8.5%) only. Amputations were never performed. Mean
follow-up was 56  49 months. No graft thrombosed and only a late (6 months) anastomotic pseudoaneurysm was
detected and treated with an endograft. Patients’ survival was 93%  0.5% at 6 months, 88.6%  0.6% at 1 year, and
77.6%  1.2% at 5 years.
Conclusion: FAAs have been uncommon and rarely isolated lesions. Surgical repair offered good results either in elective
or urgent settings. ( J Vasc Surg 2011;53:1230-6.)
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cTrue aneurysms of the femoral arteries are uncommon
and seem to be still rarely observed.1 In addition, despite
the growing number of diagnostic and therapeutic vascular
interventions, the observation of femoral artery aneurysms
(FAAs) did not seem to increase, and extensive single-
center experiences have been rarely published.2-11 FAAs
may threaten limb function or viability but rarely pose a
threat to life until they rupture or become complicated;
therefore, the primary aims of their management are to
prevent rupture and preserve a fully functional limb until
death.11 The purpose of this study was to define patient
characteristics, aneurysm anatomy and presentation, types
of repair, and temporal changes in management over 2
decades.
MATERIALS AND METHODS
Population and management. Between January
1988 and December 2009, 27 patients with a total of 35
FAAs were identified and reviewed. Only true aneurysms of
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1230he femoral arteries were considered in the analysis. Patients
ith arteriomegaly, aneurysmosis, ectasia, or traumatic and
nastomotic false aneurysms were excluded. Generally, in
he first cases of the series, location, extension, and diame-
er were examined using ultrasonography and angiography,
hereas total body computed tomography angiography
CTA) or magnetic resonance imaging were used in the
ecent cases in order to also detect multiple locations of the
neurysmal disease. Intraoperatively, short-term antibiotic
rophylaxis (generally, cefazolin 2 g bid) and intravenous
eparinization (30-40 IU/kg) were administered on a
outine basis. Vascular grafts implanted were as follows:
acron (Gelsoft-Vascutek Terumo; Inchinnen-Scotland),
rmed expanded polytetrafluoroethylene (ePTFE; Vascu-
ar/Propaten; W.L. Gore, Flagstaff, Ariz), silver bonded
Silver graft; Braun Inc, Melsungen, Germany) and en-
ograft (Viabahn; W.L. Gore). To assess the etiology, a
all specimen of each operated aneurysm was sent for a
efinitive histologic examination. Postoperative follow-up
ncluded clinical examination, ultrasonography, and/or
TA scans every 6 months in the first year, and once per
ear thereafter.
Definition. True femoral aneurysm contained all
hree layers of the normal arterial wall and was defined as
ocal dilatation to at least 1.5 times the diameter of the
djacent normal artery.2 Multiple aneurysms were defined
s one or more concomitant aneurysms in different arterial
egments, including contralateral FAAs. Femoral aneurysm
xtension was defined according to the classification of
utler and Darling: type I aneurysm involved only the
ommon femoral artery (CFA) and terminated proximal to
he femoral bifurcation, whereas type II involved the origin
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Volume 53, Number 5 Piffaretti et al 1231of the profunda femoris artery (PFA).5 Risk factors and
peripheral arterial disease were defined using the Society for
Vascular Surgery (SVS) score.12 All complicated or symp-
tomatic (eg, local pain with or without pulsating mass,
acute thrombosis with limb-threatening ischemia, or pe-
ripheral embolization) aneurysms underwent surgical cor-
rection. For asymptomatic FAAs, surgery was indicated for
a diameter 25 mm. Urgent intervention was considered
as an operation before the beginning of the next working
day. Technical success was defined as the successful exclu-
sion of the aneurysm without intraoperative complication.
Bilateral FAAs were never operated on in a single operation;
the second intervention was always delayed and planned at
least after a minimum period of 3 months.
Data analysis. Clinical data were recorded and tabu-
lated in Microsoft Excel (Microsoft Corp, Redmond,
Wash) database. Results are presented as mean  SD or
median with range for continuous variables, while number
(percentage) for the categorical ones. Continuous variables
were compared between groups with theMann-Whitney U
test or by the Kruskal-Wallis test. In case of dichotomous
variables, group differences were examined with the 2 or
Fisher exact test as appropriate. Survival rate was estimated
bymeans of the Kaplan-Meier method. A P value .05 was
considered significant. Statistical analysis was computed
with SPSS, release 13.0 for Windows (SPSS Inc, Chicago,
Ill).
RESULTS
Aneurysm location and presentation. The total 35
Table I. Data of all collected FAAs
Variablesa
All
(n  35)
C
(n
Demographic
Age (years) 65  19 66
Male (n, %) 33 (93) 19
Urgency (n, %) 9 (26) 5
Obesity (n, %) 9 (26) 5
Hypertension (n, %) 23 (66) 12
IHD (n, %) 13 (37) 8
Arrhythmia (n, %) 8 (23) 6
CVA (n, %) 5 (14) 4
COPD (n, %) 13 (37) 10
CRF (n, %) 3 (9) 3
Presentation
Signs (n, %)
Acute thrombosis 2 (6) 2
Local compression 12 (34) 9
Pain  pulsating mass 3 (9)
Rupture 3 (9) 2
Diameter (mm) 46  18 42
Bilateral location (n, %) 8 (23) 5
Other aneurysmsb (n, %) 18 (51) 10
CFA,Common femoral artery;COPD, chronic obstructive pulmonary diseas
aneurysms; IHD, ischemic heart disease; PFA, profunda femoris artery; SFA
aFor numerical variables, mean  SD; for the categorical ones, number and
bWith reference to other visceral aneurysms (please see text).FAAs accounted for 4.2% of 932 interventions performed tor central, visceral, or peripheral artery aneurysms. All FAA
etails are depicted in Table I. There were 25 men (93%);
ean age was 65  19 years (range, 23-89 years). Aneu-
ysms involved the CFA in 20 cases (57%; type I, n  12;
ig 1. Preliminary computed tomography angiography (CTA) of
patient with bilateral femoral aneurysms, right type I and left
rofunda femoris aneurysms.
SFA
(n  9)
PFA
(n  6) P value
64  15 63  27 .841
8 (89) 6 (100) .648
2 (22) 2 (33) .885
1 (11) 3 (50) .239
7 (78) 4 (67) .646
5 (56) — .085
1 (11) 1 (17)
1 (11) — .448
3 (33) — .081
— — .292
.356
— —
2 (22) 1 (17)
1 (11) 2 (33)
— 1 (17)
49  12 55  24 .118
2 (22) 1 (17) .912
4 (44) 4 (67) .187
, chronic renal failure;CVA, cerebrovascular accident; FAAs, femoral artery
rficial femoral artery.
ntages.FA
 20)
 18
(95)
(25)
(25)
(60)
(40)
(30)
(20)
(50)
(15)
(10)
(45)
—
(10)
 18
(25)
(50)
e;CRF
, supeype II, n 8; Fig 1), the superficial femoral artery (SFA) in
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May 20111232 Piffaretti et al9 cases (26%), and the PFA in 6 cases (17%). Seven patients
(26%) had bilateral FAAs, and 13 patients (48%) had addi-
tional aneurysms: aortoiliac (n  8), popliteal (n  7),
posterior tibial (n  1), and ulnar (n  1). Eight patients
had previous aneurysm repair (aortoiliac n  7, ileocolic
artery n 1), and 6 patients presented with a concomitant
significant femoropopliteal obstructive disease. FAAs pre-
dominated in the left limb (51%). Mean SVS score was
3.6  2.6 (range, 0-9). Overall, 10 FAAs (29%) were
symptomatic for rupture (n 3), local pain associated with
a pulsating mass (n  3), and acute thrombosis (n  2).
Local signs of infection were observed in 1 case. Mean
aneurysm diameter was 46 18 mm (range, 23-100 mm).
Operative data. Three patients with four FAAs (three
SFA and one PFA aneurysm) were not operated on owing
to the severe comorbidities and poor prognosis (n  2) or
patient refutation (n 1); they did not present later with a
complicated FAA. Hence, 31 FAAs remained for the anal-
yses (Table II). In those patients with bilateral FAAs, the
second intervention was performed after a median period of
15 months (range, 3-105 months). Interventions included
resection and interposition graft (n  20), ligation and
bypass graft (n  8), endografting (n  2), and ligation
only (n  1). Reconstructions were performed using
ePTFE (n 17; armed heparin bonded, n 3) or Dacron
Table II. Preoperative and postoperative data with regard
Variablesa
All patients
(n  31) (
Demographic
Age (years) 63  19
Urgency (n, %) 9 (29)
Prior vascular surgery (n, %) 11 (36)
Obesity (n, %) 8 (26)
Hypertension (n, %) 20 (65)
IHD (n, %) 10 (32)
Arrhythmia (n, %) 8 (29)
CVA (n, %) 4 (13)
COPD (n, %) 10 (32)
CRF (n, %) 2 (7)
Presentation
Other aneurysms (n, %) 15 (48)
Symptomatic (n, %) 10 (32)
Ruptured aneurysm (n, %) 3 (10)
Diameter (mm) 46  29
SVS score (n) 3.7  2.8 4
Surgical data
Duration (minutes) 155  54 1
Procedure, type (n, %)
Bypass 8 (29)
Endograft 2 (7)
Graft 20 (65)
Ligation 1 (3)
Adjunctive procedures (n, %) 8 (29)
Postoperative data
LOS (days) 11  9
Complications (n, %) 3 (10)
CFA,Common femoral artery;COPD, chronic obstructive pulmonary diseas
disease; LOS, length of hospitalization; PFA, profunda femoris artery; SFA,
aFor numerical variables, mean  SD; for the categorical ones, number and(n 10; silver bonded, n 6) autologous vein grafts (n f). Endograft repair was performed through a percutane-
us contralateral transfemoral approach. In particular, in-
ected aneurysms were treated with complete excision and
utologous vein replacement. Median graft size was 8 mm
range, 6-12 mm). Eight operations required additional
ynchronous procedure because of an associated aneurysm
r peripheral obstructive disease and included femoropop-
iteal embolectomy (n  3), abdominal aortic endoaneu-
ysmectomy (n 2), femoropopliteal endarterectomy (n
), and femoropopliteal bypass graft (n  1). Operations
veraged 155  54 minutes (range, 45-300 minutes).
edian blood loss was 350 mL, and a blood transfusion
as required in 6 patients. More in detail, CFA aneurysms
ended to involve older patients with a higher SVS score
nd more severe profile of comorbidities, but this was not
tatistically related to postoperative complications (P 
579; Table II). SFA required shorter operation time, with
ower blood losses (median, 823mL vs 262mL vs 350mL)
nd tended to be more symptomatic. On the contrary,
FAs had larger diameters and required prolonged opera-
ions and hospitalizations (Table II). Urgent cases tended
o be associated with older patients, larger aneurysms, and
higher operative risk (Table III). Femoral arteries were
qually involved. Although hospitalization was significantly
onger (8  5 vs 18  14; P  .007), postoperative and
perated patients only
19)
SFA
(n  6)
PFA
(n  6) P value
18 58  15 63  17 .403
6) 2 (22) 2 (22) .916
2) 2 (33) 1 (17) .521
6) — 3 (50) .141
3) 4 (67) 4 (67) .980
2) 2 (33) — .157
2) 1 (17) 1 (17) .652
1) — — .235
3) — — .009
1) — — .509
3) 1 (17) 4 (67) .187
6) 3 (50) 2 (33) .556
1) — 1 (17) .605
19 51  15 55  24 .237
3.0 2.0  1.7 2.5  1.6 .113
51 106  41 187  58 .085
.006
2) — —
2 (33) —
8) 4 (67) 5 (83)
— 1 (17)
2) 1 (17) 1 (17) .721
11 7  4 13  7 .189
) 1 (17) 1 (17) .579
F, chronic renal failure;CVA, cerebrovascular accident; IHD, ischemic heart
ficial femoral artery; SVS, Society for Vascular Surgery.
ntages.to o
CFA
n 
64 
5 (2
8 (4
5 (2
12 (6
8 (4
6 (3
4 (2
10 (5
2 (1
10 (5
5 (2
2 (1
42 
.3 
63 
8 (4
—
11 (5
—
6 (3
12 
1 (5
e;CRollow-up complications were not different between elec-
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not shown). Regarding the FAA dimensions, cases with
larger operated aneurysms (50mm; n 22) tended to be
more symptomatic (80% vs 67%), with a higher rupture
ratio (100% vs 68%), although not significant. However,
they were associated with higher blood losses (905  130
vs 165  79 mL; P  .023), and all major complications
were registered in this group. Only 1 case with a diameter
25 mm was documented and operated on. Finally, with
reference to the period (decade) of interventions, the ur-
gent ones were more frequent during the first half of this
experience (70% vs 10%; P  .001). In the first decade
(years 1988-1998) of the present experience, FAAs were
more symptomatic (70% vs 14%; P  .004), while in the
second decade (years 1999-2000), they occurred in older
patients with a severe profile of comorbidities (Table III).
Aneurysm histology. Wall specimens were obtained
from all the aneurysms surgically operated on. Etiologies
were atherosclerosis (n  28), infective (n  2) and Mar-
fan-related (n  1). In addition, FAAs not operated on or
managed with an endovascular approach were considered
atherosclerotic in origin based on the demographic charac-
teristics of the patients.
Early results. Technical success was obtained in all
cases. Intensive care unit admission was never needed and
hospital mortality was not registered. Primary or postoper-
ative amputations were never performed. Major complica-
tions occurred in 3 cases (3 of 31; 9.6%), conditioning a
prolonged postoperative course. In detail, respiratory fail-
ure for pneumonia and empyema, the latest requiring a
video-assisted thoracoscopy and a wound hematoma neces-
sitating re-exploration, were the registered complications.
Other twominor complications included two wound infec-
tions (grade 2 accordingly to the classification of Samson, et
al)13 that did not require surgical revision. Median length
Table III. Operated FAAs with regard to modality of ope
Variablesa
Elective
(n  22)
P
value
Age (years) 65  18 .428
Obesity (n, %) 7 (32) .379
Hypertension (n, %) 15 (68) .683
SVS score (n) 4.1  3.0 .356
Femoral artery location (n, %) .916
CFA 14 (64)
SFA 4 (18)
PFA 4 (18)
Symptomatic (n, %) 1 (5) .001
Diameter (mm) 43  17 .236
Procedure, type (n, %) .326
Bypass 7 (32)
Endograft 2 (9)
Ligation 1 (5)
LOS (days) 8  5 .007
Complications (n, %) 2 (9) .999
CFA,Common femoral artery; FAAs, femoral artery aneurysms; LOS, length
for Vascular Surgery.
aFor numerical variables, mean  SD; for the categorical ones, number andof stay was 7 days (range, 3-50 days). pFollow-up data. Mean follow-up was 56  49
onths (range, 3months-10 years) none was lost at follow-
p. Overall, 4 patients (4 of 27; 14.8%) died: causes of
eath were acute myocardial infarction (n 2), cancer, and
troke, respectively. No graft thrombosed and only a late (6
onth) anastomotic pseudoaneurysm was detected and
reated with endografting. Patients’ survival was 93% 
.5% at 6 months, 88.6%  0.6% at 1 year, and 77.6% 
.2% at 5 years (Fig 2).
ISCUSSION
FAAs are still uncommon lesions.10 In our 20-year
xperience, they accounted for 4.2% of all aneurysm repair
ig 2. Actuarial survival for all the femoral artery aneurysms
opulation.
ns (elective vs urgent) and year (decade) period
Urgent
(n  9)
1988-98
(n  10)
P
value
1999-09
(n  21)
58  23 60  20 .306 64  19
1 (11) — .032 8 (38)
5 (56) 6 (60) .717 14 (67)
2.7  1.8 2.8  1.8 .441 4.1  3.1
.556
5 (56) 5 (50) 14 (67)
2 (22) 3 (30) 3 (14)
2 (22) 2 (20) 4 (19)
9 (100) 7 (70) .004 3 (14)
54  24 49  22 .755 45  18
.538
1 (11) 2 (20) 6 (29)
— — 2 (10)
— — 1 (5)
18  14 15  13 .048 9  6
1 (11) — .533 3 (14)
; PFA, profunda femoris artery; SFA, superficial femoral artery; SVS, Society
ntages.ratio
of stayrocedures, similar to the 3.1% reported in the study of
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May 20111234 Piffaretti et alSapienza et al8 several years ago. Up-to-date, extensive
single/multicenter series have been published rarely com-
prising all femoral locations: the two most recent series that
dealt with FAAs only, collectively reported 43 aneurysms of
the CFA,8,10 whereas two reviews identified 61 atheroscle-
rotic SFA aneurysms14 and 48 PFA aneurysms.15 Our
experience confirmed the predominance of the CFA (Table
IV); surprisingly, PFA aneurysms were observed in a more
frequent rate than that noted in formerly published experi-
ences.2,3,15 PFA aneurysms have been commonly described
as an extension of a CFA aneurysm, with the majority of the
patients presenting an isolated type I contralateral aneu-
rysm of the CFA.15 Our experience presented two differ-
ences: (1) mean age of presentation was a decade lower
than the average of 73 years presented in the literature
because in 2 cases, it developed in young patients30 years
of age, and (2) the aneurysms were true isolated lesions of
the PFA rather than an extension of the CFA.
Frequently, FAAs are bilateral and clearly associated to
other aneurysms as well.2,10 In their studies, Pappas et al3
reported that 36% of patients had contralateral FAAs; Baird
et al6 observed a coexisting abdominal aortic aneurysm in
60% of cases, while Dent et al4 noted that 83% of patients
with peripheral aneurysms had multiplicity. In a more
recent series, Savolainen et al10 diagnosed the presence of
an abdominal aortic aneurysm in 55% of cases, while pop-
liteal aneurysms were found or later operated on in 66% of
cases. Conversely, previous data underlined that only 12%
of patients with abdominal aortic aneurysms have coex-
isting femoral or popliteal aneurysms.16 In our series,
nearly 26% of the aneurysms were bilateral, half of the
patients were found to have further aneurysms, and more
than 20% were diagnosed during the follow-up for pre-
vious aneurysm operations. We strongly believe that
diagnosis of an FAA mandates routine imaging evalua-
tion to rule out concomitant disease of the aorto-iliac,
visceral, or other peripheral arteries before planning an
operative intervention.
Approximately 30% of patients have been reported to
be symptomatic, with a 10% to 65% range of complications
at the time of initial presentation, including acute and
chronic thrombosis with limb ischemia, rupture, and distal
embolization.2,10,11 Our report is consistent with these
data. In fact, nearly 30% of our patients were symptomatic
Table IV. Summary of the most recent series of mixed FA
Author
Period of
study
Aneurysms
(No.) M:F
Sapienza et al 1972-1992 31 21:1
Yamamoto et al 1980-2000 16 11:0
Savolainen et al 1996-2002 13 13:0
Present series 1988-2009 35 25:2
AAA, Abdominal aortic aneurysm; CFA, common femoral artery; ePTF
in-hospital; L, left; M:F, male/female ratio; NS, not specified; PAOD, peri
superficial femoral artery; TAA, thoracic aortic aneurysm.and the great majority abruptly arrived with acute compli- sations such as acute limb ischemia or rupture. In our
xperience, urgent patients had a significantly higher oper-
tive risk and required a prolonged postoperative stay, but
o differences were noted in terms of early complications
nd/or mortality.
A strong correlation between size and risk of symptoms
r complications has not been consistently demonstrated;
n their study, Levi and Schroeder17 showed that the risk of
upture of FAAs was related to the diameter of the aneu-
ysms, concluding that the rise in the risk of rupture with
ncreasing size seemed less dramatic than for abdominal
ortic aneurysms. Recent series of FAAs reported a collec-
ive rupture rate of 2.3%.8,10 However, most of the pub-
ished series recommended elective repair of all asymptom-
tic FAAs 25 mm in diameter.2,3,11,14,15 Our experience
s consistent with most of these data: all but one FAA were
reated with a diameter 25 mm, but it was infected, and
ymptomatic FAAs showed to be larger with a higher
umber of cases with associated disease. In contrast, we
xperienced a clinical onset with rupture that was 3.3 times
igher than previously reported. In particular, although the
umber of cases was clearly low, we noted that PFAs tended
o have larger aneurysms and were more frequently symp-
omatic with a higher rupture rate than other aneurysms,
ouble than what registered for CFA.
Cutler and Darling5 in their milestone article stressed
hat three factors should rule the type of repair: location of
he origin of the PFA, patency of the femoropopliteal
egment, and patency of the aneurysm itself. Elective or
mergent intervention could also be integrated. However,
ecause of their rarity, no randomized trials have been
erformed comparing different techniques of repair.5,6,8 In
ur experience, urgent interventions were performed more
requently in the first decade and were burdened by a
rolonged hospitalization if compared with elective cases,
ut neither the aneurysm location nor the extension of the
isease influenced the type of repair in both the decades.
imilarly, the need for additional synchronous procedures
nd the type of graft used were significantly different in the
wo periods, whereas the type of reconstruction did not
iffer. These findings could be explained by the modifica-
ion of the radiologic workup that plausibly led us to
ecognize the FAAs earlier, and to perform a more targeted
epair even in complex cases characterized by a more exten-
ge
 SD)
Diameter
(mean  SD)
CFA/PFA/SFA
(No.) Bilateral
 10 41  12 30/1/- 45%
70 NS 12/4/- 45.4%
70 28 13/-/- 44.4%
 19 46  19 20/9/6 25.9%
panded polytetrafluoroethylene; FAAs, femoral artery aneurysms; In-H,
arterial obstructive disease; PFA, profunda femoris artery; R, right; SFA,As
A
(mean
70
65
E, exive disease. In addition, this observation could also be
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in terms of complications and justify the fact that ePTFE
grafts were preferentially used during isolated interven-
tion and Dacron for more extensive reconstruction with
satisfactory results especially in terms of graft complica-
tion and thrombosis if compared to a mean 5.6% yet
reported.8,10
Superficial FAAs seemed to be the less threatening
lesion, although most of the nonoperated FAAs involved
this artery because they were detected in the sicker patients.
Hence, we suggest that endograft repair of SFA aneurysms
could be a very intriguing alternative to conventional re-
pair. In their recent review, Leon et al14 argued that the
durability of this technique, and its relative benefits in terms
of morbidity, mortality, hospital length of stay, and costs
remains to be determined. The authors reported that en-
dovascular treatment of true atherosclerotic SFA aneurysms
has been only reported twice in the literature.14 In the
present experience, we observed 2 additional cases of en-
dograft repair for true atherosclerotic aneurysms of the SFA
and no early or long-term complications were encountered
at a follow-up time of 12 and 48 months, respectively. In
addition, endograft repair seems to be an effective alterna-
tive treatment to repair a peripheral graft complication as
occurred in our experience in which an anastomotic pseu-
doaneurysm was sealed off using an endograft.
This study is limited by its interpretations from a single
center only and further by its retrospective analysis. How-
ever, the study design is shared and is consistent with
previous reported data.3-8,10 The study is also limited in
statistical terms based on relatively few observations, espe-
cially for each of the analyzed subgroups, and a type II error
cannot be surely excluded.
CONCLUSIONS
In conclusion, our experience confirms that FAAs are
rarely isolated lesions. Whenever an FAA is encountered,
careful detection of further localization should be manda-
tory; in addition, follow-up for other aneurysms should be
rigorously carried out.
A complicated FAA should not be considered a rare
presenting setting; nevertheless, surgical treatment offered
good and durable results either in elective or urgent set-
tings with a low complications rate. At present, open sur-
gical repair continues to be the standard management of
Table IV. Continued
Other
aneurysms Previous aneurysm repair PAOD
Symptom
rupture
55% 10% (popliteal) NS 55%/3
63.6% NS 27% NS
100% 44.4% (3 AAA, 1 TAA) 55.5% 44.4%/-
48.1% 19.6% (8 aorto-iliac, 8 peripheral,
1 visceral)
28.6% 28.6%/8true FAAs with excellent early and long-term outcomes;ndografting could be applied on an individual basis in
elected cases.
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